INTRODUCTION
The health belief model attempts to explain the reasons why people engage in healthy behavior, make use of health care, or follow medical recommendations.1-2 Those investigators who make use of the model argue that the choices people make in regard to health are mediated through several measurable psychological processes, here labeled general health concern, susceptibility, severity, benefits, and barriers. The first, general health concern, refers to the overriding willingness, eagerness, or tendency for an individual to make healthy Support provided by the National Heart, Lung, and Blood Institute (Grant NOI- HN-92914 We believe that the properties of health beliefs in the general population should interest investigators and practitioners concerned with health education. For example, the manner in which health beliefs distribute in the population may generate hypotheses which help to explain the origin of health beliefs. In practice, those who develop, deliver, or assess health education programs in the community may benefit from a better understanding of the peculiarities of fundamental health beliefs which characterize members of specific population subgroups. With this knowledge, for example, practitioners may be better prepared to tailor the content of health education messages intended for particular members of the community. For (e.g., physicians, medications, prescribed diets). The items which loaded most highly on the medical benefits scale were content specific for hypertension (appendix). The latter scale, self-help benefits, assessed valuations individuals placed on personal health habits (e.g., nonsmoking, alcohol avoidance, exercise, and stress reduction). Susceptibility and severity scales contained items with content specific to common chronic illnesses of adulthood (e.g., hypertension, heart disease, stroke). In contrast, the final scale, labeled general health threat (w = 0.65) assessed susceptibility and severity in the abstract, without disease-specific content.
In Table 2 , we show the intercorrelations observed among these six health belief scales. The correlations shown were not adjusted for the sample design. The adjusted correlations, however, were similar. Three scales (general health concern, medical benefits, and self-help benefits) correlated relatively highly, while the remaining intercorrelations were less than 0.20. This suggested that the three scales with high intercorrelations may have measured similar psychological concepts or constructs. Scale intercorrelations less that 0.20 were desired.
Statistical Methods
Distributions for several health belief scales were too heavily skewed to permit simple multiple linear regression. For We formed six dichotomous variables (the dependent variables in six separate multiple logistic regressions) by division of the study population at the median for a health belief scale. We used the odds ratio (the odds of favorable health beliefs for members of a &dquo;risk&dquo; group divided by the odds of favorable health beliefs for members of the comparison group) to express the strength of association between a sociodemographic or health status variable and a health belief.
Odds ratios greater than one indicated that members of the &dquo;risk&dquo; group were more likely to express favorable health beliefs. Odds ratios less than one had the opposite interpretation. ; p < U.Ulll. specific content, the susceptibility and general health threat scales, respectively), but less health concern and less confidence in the value of medical care.
In addition, we conducted analyses that disregarded urban character of residence and which replaced socioeconomic status with educational status. These analyses avoided the exclusion of subjects because of missing information on character of residence or on income. Here, depending on the health belief in question, sample sizes ranged between 2659 and 2716 (out of 2748 eligible). As far as sex, race, age, marital status, and health status were concerned, the pattern of statistically significant findings was identical to that shown in Table 3 . We observed a statistically significant (p < U.001 ) negative association between educational level and the belief that one is susceptible to specific chronic illnesses of adulthood (the susceptibility scale). Individuals with more education tended to place less value on healthful personal habits. This finding did not achieve statistical significance, but corresponded to the statistically significant observation that individuals with high socioeconomic status appeared to place less value on healthful personal habits (Table 3) .
We also conducted a series of analyses which, again, disregarded character of residence, but which employed an alternative measure of socioeconomic status. This particular measure, a composite of education and income, did not require the presence of information for both education and income. Here, again depending on the health belief in question, sample sizes ranged between 2673 and 2730. These analyses confirmed the statistically significant finding reported in Table 3 . Two additional observations achieved a significance level of 0.001. Blacks were more likely to feel that several specific adulthood diseases could pose a serious problem for them (the severity scale, adjusted odds ratio 1.66). Blacks, however, believed they became sick less often and suffered less severely from illness (the general health threat scale, adjusted odds ratio 0.64). As a whole, the consistency of these results indicated that exclusion of individuals because of missing information did not produce substantial bias in the values shown in Table 3 .
Although not necessarily significant in a statistical sense, individuals with higher socioeconomic status appeared to possess what might be regarded as less desirable health beliefs (the general health concern, susceptibility, medical benefits, and self-help benefit scales, Table 3 ). For this reason, we examined the association between socioeconomic status and health beliefs in more detail. We compared the average value for each health belief scale across subgroups categorized according to several measures of socioeconomic status. The method of direct standardization was used to adjust health beliefs for race, sex, and perceived health status. We used the sample distribution for race, sex, .and perceived health status (adjusted for sample design) as the reference population in the direct standardization. We used analysis of variance to examine the statistical significance of observed differences in the health beliefs across socioeconomic class.
The results for a composite measure of socioeconomic status are shown in Table 4 . When not adjusting for sex, race, and health status, we observed a negative relationship between high socioeconomic status and favorable scores on the general health concern, general health threat, susceptibility, and selfhelp benefits scales. We observed a trend in the opposite direction for the severity scale. In some cases (general health concern, general health threat, and susceptibility), adjustment for sex, race, and health status appeared to blunt the association between a belief and socioeconomic status. Results were similar when health beliefs were compared among subjects categorized solely on the basis of yearly family income or education. Trends, however, were more apparent when subjects were stratified according to income. Although differences in health beliefs were relatively small, the results of these more straight forward analyses appeared to confirm the results of the multivariable analyses shown in Table 3 Despite differences in questionnaire items and target populations, previous surveys and the Michigan survey have produced consistent results. Female, nonwhite, less educated. and lower income individuals consistently expressed greater concern about health and greater susceptibility to the ill effects of disease. Relatively few studies have addressed relationships between demographic factors and attitudes on the benefits of medical care or personal health habits. In the Michigan survey, markers of social disadvantages associated with favorable attitudes regarding the value of healthful personal habits.
In the Michigan survey, we observed strong associations between perceived health status and other health beliefs. For example, we observed a strong association between perceived poor health and health threat and between perceived poor health and disease susceptibility (Table 3 ). The general health threat and susceptibility scales, in a sense, intended to elicit expectations regarding future states of health. Individuals probably based these expectations on perceptions of present health.&dquo; Ironically, perhaps, individuals in poor health (subjectively), despite (on average) enhanced perceptions of health threat and disease susceptibility, manifested lower levels of health concern and less confidence in the value of professional medical services. To explain this observation, we speculate that most respondents in this general population sample were relatively well from a standpoint of physical and social functioning, whatever the perceived state of general health.'-' Reports of poor health are probably based on relatively mild ailments, on disease processes (e.g., hypertension) which, as yet, have not produced significant functional disability, or on sources of social or psychological distress (e.g., unemployment) which are not subject to medical benefit .21 Sim Table 3 ). In addition, the presence of independent associations between a health belief and each of several demographic variables can be used to define subgroups with extreme health beliefs. For example, sex, race, age, and socioeconomic status each had an incremental relationship with self-help benefit (Table 3) . Thus, these analyses suggested that young black women in the lowest socioeconomic grouping would have a high prevalence of favorable attitudes on the benefit of healthful personal habits. Finally, the chosen analytic strategy, which dichotomized variables measured on a continuous scale, may have attenuated associations. Given all the above, we believe that associations reported in this article retlect an important process and not simply the power of large numbers.
In sum, though cross-sectional, these analyses paint a coherent picture. De- 
